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Abstract
Lung cancer is the leading cause of cancer mortality in the United States, especially
among African Americans, who have the lowest survival rate from this disease among all
racial/ethnic groups. The aim of this qualitative study was to investigate how family
support and religion/faith influence patients’ decisions about seeking treatment for lung
cancer. This study was guided by the medical decision-making model and used a
phenomenological approach. Data were collected from male and female lung cancer
patients (n = 15) who were being treated in a thoracic and cardiovascular surgery clinic
in Greensboro, North Carolina using semi-structured interviews. All participants were
between the ages of 18 and 75 years and spoke English, and were questioned how they
made their decisions about seeking lung cancer treatment. The main themes were
patients’ lack of knowledge about the disease, treatment, and the length of time to live;
patients’ financial anxieties; the role of faith, prayer, and religion related to treatment
decision-making; confidence in the physician for medical advice; and the role of
emotional and financial support from family, including the church family. The study
findings provide valuable information that can be used by medical and public health
professionals in helping patients make medical decisions for lung cancer treatment.
Further, these findings have considerable social change merits because they provide
needed information about how African American patients evaluate seeking treatment for
lung cancer, which can be used to develop decision-making aids and to help better
facilitate communication between health care providers and patients.
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Chapter 1: Introduction to the Study
Introduction
Lung cancer is a leading cause of cancer mortality in the United States. Enewold
et al. (2009) wrote “More deaths occur among individuals with lung cancer in the United
States than any other cancer including colon, breast, and prostate” (p. 216). Lung cancer
accounts for approximately 22.8% of all cancer deaths yearly in the United States
(American Cancer Society [ACS], 2014). According to the Centers for Disease Control
(CDC; 2011), there are at least 203,683 diagnosed cases and 158,683 deaths each year in
the United States from lung cancer. The ACS (2011) stated that African Americans with
lung cancer have higher deaths and have shorter survival rates compared to other racial
and ethnic groups cancer. It is well-documented that African Americans have a lower rate
when it comes to the 5-year survival for this disease; 45% of African Americans
diagnosed with lung cancer will survive for at least 5 years, compared to 54% for Whites
(American Cancer Society, 2011).
According to the National Cancer Institute (NCI; 2012), complex and interrelated
factors contribute to the disparities in survival rates for lung cancer. These factors
account for the dissimilar rates in cancer incidence and mortality between different
racial/ethnic groups. For example, a lack of health care coverage and low socioeconomic
status has been identified as important factors that affect rate and survival (Temel et al.,
2008). A lack of early detection is also responsible: Symptoms of lung cancer usually
appear when the disease has advanced. It has further been documented that African
American patients refuse surgical therapy more often than their white counterparts (NCI,
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2012). A vast majority of African American patients believe that tumors can spread
during the time of operation or that there is a possibility of cure without surgery (Gilbar,
2009). Majority African-American patients also have a distrust of health care system and
providers (Farjah et al., 2009).
Making medical decisions, especially when critically ill, is a difficult process and
creates considerable anxiety for patients. Temel et al. (2008) stated “decision-making
process concerning treatment and patient care is replete with uncertainty and anxiety” (p.
2319). Patients who have advanced or more aggressive stage of lung cancers are often
faced with uncertainty (Zhang, Zyzanski, & Siminoff, 2010). Marino et al. (1994)
suggested that “in late stages, treatment decisions need to be made within a short period
because advanced lung cancer patients have an average survival time of eighteen months
after being diagnosed” (p .862). Subsequently, patients have to make quick decisions
about treatment, and they will rely on external factors to help them with their decisions.
There is a significant body of research on decision-making for medical treatment.
How individuals make decisions for cancer treatment is not well understood and has not
been well-reported in the literature (Sminoff et al., 2006). It is, however, becoming more
common and expected for individuals to take a more active role in the process of
decision-making for medical treatment (Koerner, 2009). Patients are consumers of health
care and have a strong desire to collaborate with health care providers over decisions that
affect wellness (Perneger, Berard, & Perrier, 2008). Family support, faith/religion, and
physician recommendations appear to have an influence on how patients make decisions
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about cancer treatment (King & Wells, 2003). The extant body of research has not
strongly identified how patients make decisions surrounding cancer treatment.
Zhang and Siminoff (2006) conducted a study which determined that the family
unit has an important role in the decision-making process for family members diagnosed
with cancer. Griffin et al. (2003) stated “Family members played an important role in the
patient’s choice of doctors, hospitals, treatment decisions and provisions of care and that
family members may take increasingly proactive roles as decision makers when patients
become further debilitated” (p. 313). Even though treatment decisions are mainly about
what the patient needs and wants, the support of family members is still important in the
decision-making process (Zhang & Siminoff, 2003). Patients have been found to trust
their family’s suggestions and judgments when making medical decisions (Ho, 2008).
According to Back and Huak (2005), the “Concept of incorporating the family as a
surrogate for the patient in decision-making, at the patient’s acceptance, would
theoretically respect both the individual’s autonomy and the cultural beliefs that may
exist” (p. 1053). Furthermore, Bell et al. (2008) stated that “family is an imperative factor
in the decision-making for more legally defensive physicians, supporting the association
between great importance of liability concerns and family preferences in health care
treatment choices” (p. 916).
During my literature review, I discovered that relatively little has been written
about the role of religion in medical decision-making. Patients who make medical
decisions based on religion and faith are an understudied group (Vess, Arndt, Cox, &
Routledge, 2009). Faith and religion are important factors that influence African
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Americans when dealing with treatment choices and end of life decisions (Johnson,
Elbert-Avila, & Tulsky, 2005). Silvestri and colleagues (2003) found that in South
Carolina 45% of African American patients felt that faith would play a role in their
decision-making and that faith in God is an important factor. According to Johnson et al.
(2005), “Spiritual beliefs are important for some African Americans in understanding and
coping with illness and may provide a framework within which treatment decisions
chosen” (p. 467). Faith and religion can be a factor that assists patients and their families
to help with decisions on deciding on treatment for cancer (Silvestri, Knitting, Zoller &
Nietert, 2003). According to Ehman et al. (1999), religious beliefs play an important role
in the decision-making process, and that a large number of patients report that religious
beliefs are used to make medical decisions.
Collaboration between patients and health care providers is a growing trend
(Frantsve & Kerns, 2007). Previous research has shown that shared decision-making has
focused on patients’ who have included their share decision-making with their selected
health care providers (Collins, Crowley, Karlawish & Casarett, 2004). Bell et al. (2008)
suggested that physicians’ perceptions are an important element in medical decisions.
According to Moulton and King (2010), physicians’ recommendations for patients
seeking treatment are a major driving force for patients’ decision-making, and are more
important than patient preferences.
Trust is also a significant factor among the African American population in health
care decisions. African American patients tend to trust their physician’s decisions less
than their white counterparts (Trachtenberg, Dugan, & Hall, 2005). A physician’s method
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of communication with patients is a very important factor in building trust (Flenaugh &
Henriques-Forsythe, 2006). Leydon et al. (2000) found that most patients, excluding
African-Americans, do not look for extra information on medical treatment options. The
study found that African Americans are more likely to depend on their doctor’s expertise,
typically assuming that the doctor will only do what is best for the patient. The finding in
this study showed that health care experts have opportunities to enhance a patients’ trust
and fulfillment regarding medical care and decisions. Physicians can assist patients with
treatment options for ending critical disease issues, issues of trust, and showing patients
that they care about their prosperity. (Lawson, Schumacher, Hughes, & Arnold, 2009).
Problem Statement
Lung cancer is a significant and life-threatening health issue that
disproportionately affects the African American population (Farjah et al., 2009). African
Americans have an increased death rate and a lower survival rate from lung cancer as
compared to other racial and ethnic group in the United States (American Cancer Society,
2010). While earlier studies have noted that family and faith/religion can have an
influence on patients’ decision-making about cancer treatment, there is limited research
on how these factors influence African Americans in making treatment decisions (Banks
& Dracup, 2006; Lefler & Bondy, 2004). This dissertation study examined the influence
of family support and faith/religion among African American patients when seeking
treatment for lung cancer. I feel that it is important to understand how these factors may
increase the decision to seek treatment in order to reduce the death rate and increase
longevity among African Americans.
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Nature of the Study
The objective of this study was to examine the influence of family support and/or
faith/religion on African American lung cancer patients’ treatment decisions. The
primary research questions that were addressed in this study were:
1. How does family support influence whether African American patients with
lung cancer seek treatment?
2. How do faith and religion influence whether African American patients with
lung cancer seek treatment?
Purpose of the Study
The primary purpose of this qualitative study was to examine how family support
and faith/religion influence decision-making for lung cancer treatment. It used a
phenomenological approach to investigate how family support and faith/religion
influence how African American patients’ seek treatment for lung cancer.
Phenomenology is concerned with the discovering the meaning of lived experiences by
human beings as they exist in the world (Chamberlain, 2009). Phenomenology is
applicable in this study because it will enable me to obtain information from individuals
of the African American population who have had or have the diagnosis of cancer.
A phenomenological approach was used collect data from participants about their
experience related to lung cancer and the decisions that influence treatment seeking. This
data was collected using semi structured interviews that guided me to understand what
influence social support and faith/religion has on the decision to seek treatment for lung
cancer. Findings from this investigation assisted in bringing social change. It will allow
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for further studies to change attitudes, behaviors and for interventions that better reflect
the values of African Americans’ and their health decision opportunities.
Theoretical Base of the Study
This qualitative research study utilized a phenomenological research method. The
intent of the present research study was to show an understanding of what influences
decision-making among African Americans newly diagnosed with lung cancer.
Within this research medical decision-making (MDM) is defined in medical
circles as the choice of a course of action after diagnosis (Ekdahl et al., 2011). Patient
decision-making is an area of increasing inquiry when it relates to health care. There are
three components to MDM. The first component considers the number of diagnosis or
management options provided to patients. The next component accounts for the
complexity of data to review. The final component takes into account risk of
complications or death if the condition goes untreated. All of these components can be
measured as minimal, limited, multiple, or extensive (Frantsve & Kerns, 2007). The three
components of MDM reflect the intensity of the cognitive labor performed by physicians.
The decision-making process consists of a variety of factors including past
experience, cognitive behaviors, age/individual differences, personal beliefs and
commitment (Dietrich, 2010). According to Juliusson, Karlsson and Garling (2005),
individuals make cognitive decisions for their future based on their past experiences and
past choices in life. Stanovich and West (2008) stated that an individual’s cognition or
thinking differs due to age and lifestyle patterns and experiences. Additionally,
individuals’ decision-making also can be impacted by one’s social economic status
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(SES), which is related to their education and the type of resources available to them.
Even though many people have several different factors that impact their decisionmaking, many patients will contribute time and money because they feel that it is a
commitment to a better health outcome (Acevedo & Krueger, 2004). There is an
understanding that there are elements that impact a patient’s choice making process.
These elements are important when it comes to figuring out what choices are made, as
well as determining how the influences may impact certain outcomes (Dietrich, 2010).
Siminoff et al. (2006) conducted a study at the Case Comprehensive Cancer Center and
found that some patients received assistance with the decision-making process while
other patients did not receive this assistance. The study found that patients who did not
include their families chose to do this because they did not want them involved, or they
were isolated from their loved ones and had minimal contact with them. Additionally,
further evidence shows that patients prefer not to be involved in the decision-making
process since patients find the decision-making process stressful (Thompson, 2001).
Definition of Terms
The following terms are defined as they relate to this study.
African American. According to the U.S. Bureau of Census (2010), “African
Americans is a term used interchangeably; Blacks are individuals who racially define
themselves as such so defined and treated by socially significant others and society.”
Chemotherapy. Online Medical Dictionary (2010) states “Chemotherapy is the
term used to define the medicine to treat cancer, it is injected into a vein (IV) or given a
pill by mouth. A treatment with drugs to destroy cancer cells, it is often used either alone
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or with surgery or radiation, to treat cancer that has spread or come back (recurred) or
when there is a strong chance that it could recur”.
Faith. Dictionary.com (2011) states “Faith is defined as confidence or trust in a
person or thing; belief in God or in the doctrine or teaching of religion; a system of
religious beliefs”.
Non-small cell cancer. Online Medical Dictionary (2010) defines “Non-small
Cell Cancer as the most common form of lung cancer, the name comes from the way the
cancer cells look under a microscope. There are several types of non-small: large-cell
carcinoma, squamous cell carcinoma and adenocarcinoma”.
Religion. Dictionary.com (2010) defines “Religion as a set of beliefs concerning
the cause, nature and purpose of the universe, especially when considered as the creation
of a superhuman agency or agencies, usually involving devotional and ritual observances,
and often containing a moral code governing the conduct of human affairs”.
Small-Cell Cancer. Medical Dictionary (2010) defines “Small-Cell Cancer as
10% to 15% of all lung cancer is small-cell cancer (SCLC), other names for SCLC are
oat cell cancer, oat cell carcinoma, and small cell undifferentiated carcinoma. It is very
rare for someone who has never smoked to have SCLC. SCLC develops and starts in the
bronchi near the center of the chest, and it tends to spread widely through the body fairly
early in the course of the disease”.
Limitations and Delimitations
There are certain limitations of the study that should be acknowledged. The
sample size was limited to African Americans with a diagnosis of lung cancer. In limiting
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study participants to African Americans, findings are not generalizable to other
racial/ethnic groups. This study was conducted in one thoracic clinic in the Greensboro,
North Carolina with African American patients diagnosed with stage 1 and 2 lung cancer.
Due to location and specific study population, this study is not generalizable to other
locations and populations.
Assumptions
Several assumptions underpinned this research: (a) Patients would willingly
participate in this research without the stress or pressure from the clinic or by the
physician, (b) participants would agree to be interviewed by the researcher, and (c)
participants would provide honest answers for data collection. Another assumption of the
investigation was that family support and/or faith/religion would influence African
American patients’ seeking treatment for lung cancer.
Significance of the Study
African Americans have the highest incidence rate from lung cancer and
experience a lower survival rate of other racial and ethnic group in the United States
(Cancer Facts & Figures for African Americans, 2010). The main problem seems to be
that many African Americans are not receiving treatment for their lung cancer, and this
research identified how family support and faith/religion influence their decision to seek
treatment. This study is significant because of the high percentage of African Americans
who die from lung cancer each year. Additionally, it may inform future intervention
efforts that could reduce mortality in this population. Based on study findings, future
interventions may be developed that will use what has been learned in this study to help
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African American’s seeking treatment for their diagnosis of lung cancer to make
acceptable decisions.
Summary
This chapter has provided an introduction and background to the research
problem; the gap in the current health issue as it relates to the factors that may impact the
decision for treatment among African American patients with lung cancer has been
outlined in this study. This study has explored whether or not family and/or faith/religion
influence the decisions of African Americans’ seeking treatment for lung cancer. Four
additional chapters are included in this study. Chapter 2 will present a review of the
literature and provide insight about what other studies have found related to factors that
impact the decision of lung cancer patients to seek treatment. Chapter 3 contains the
methodology used for the study, including the research design, selection of participants,
instrumentation, procedures, assumptions, and data analysis. In Chapter 4, the findings of
the research will be presented as each research question is reviewed. Finally, Chapter 5
will provide a discussion of the findings, conclusion, implications of the study, and
recommendations for further research.
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Chapter 2: Literature Review
Introduction
This chapter provides a review of literature related to influences on the decisions
of African Americans and other racial and ethnic groups when seeking treatment for lung
cancer. This chapter also provides a concise synopsis of the current research literature
that establishes the importance of the problem. Lung cancer is a significant problem and
life-threatening issue in the general population of the United States and among the
African American population in particular (Farjah et al., 2009). This study examined the
influences of family and faith/religion on the decision-making processes on patients
seeking treatment for their lung cancer. The review being presented in this chapter are
shown to support this qualitative work.
Literature Search Strategy
I conducted a scholarly review of the pertinent literature using electronic database
searches in the EBSCO database, MEDLINE, Academic Search Premier, ProQuest SAJA
Journals, OVID-SP, and Google Scholar. I also examined selected related articles to
support the topic. The keywords used for the search included these terms used were
searched by individual terms and in combination to find the articles to support the
research. Research articles published from 2004 through 2013 were included and
reviewed.
The literature has been analyzed based on the thematic content. This section will
be divided into three broad sections: (a) influences on treatment seeking, (b) influence of
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family input in decisions to seek treatment for lung cancer, (c) influence of faith/religion
input on decisions to seek treatment for lung cancer.
The search criteria were selected to focus the search on literature related to
patients with a diagnosis of lung cancer and the factors that influence their decisions for
seeking care. These searches yielded more than 200 abstracts and full-text peer-reviewed
articles. These search criteria produced results following three general themes:
1. Peer-reviewed articles that focused on how family input influences the
decision-making for patients with lung cancer.
2. Peer-reviewed articles that focused on how faith/religion input influences the
decision-making for patients with lung cancer.
3. Peer-reviewed articles that focused on how physician recommendations and
input influence the decision-making for patients with lung cancer.
The exclusion criteria included:
1.

Studies that did not address African Americans only on an individualized
study to show how these outcomes affect this population on an individual
basis. Many of the studies combined other races or cultures but very limited
on the African American as a whole.

2. Studies focused on all cancers and not lung cancer as an individual topic.
3. Studies focused on decisions factors as related to the end of life.
4. Studies focused on the importance of beliefs and spiritually, rather than faith
and religion.
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Review of Literature
Lung Cancer Prevalence and Survival
Lung cancer is the leading cause of cancer-related deaths in the United States and
a major public health problem (Siegel, War, Brawley, & Jemal, 2011). More than 90,000
people die from lung cancer every year and nearly 200,000 are diagnosed annually in the
United States (CDC, 2011). The ACS reported that each year the estimated numbers of
new cases and deaths expected in the United States from lung cancer are rising
(American Cancer Society, 2014). The most common causes of death in women are lung
bronchus cancer, colorectal cancer, and breast cancer. The most common causes of death
in men are cancers of the lung, bronchus, prostate, and colorectal system (see Figure 1).
In 1987, lung cancer followed by breast cancer as the leading causes of death for women;
this same trend continues in the present (Siegal et al., 2011).

Figure 1. Ten leading cancer types for the estimated new cancer cases and deaths by sex,
2011. From Siegel, Ward, Brawley and Jemal (2011). Copyright 2011 by John Wiley and
Sons. Reprinted with permission.
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The cancer survival rate for African American men and women is lower than that
for White men and women (Siegel et al., 2011). Research shows a 5-year relative survival
rate between African Americans and whites in during different stages of diagnosis for
nearly every cancer site (see Figure 2).

Percentages

Lung Cancer Diagnosis by Stages

Localized
54%

53%
24%

4% 16%

All Races

Regional

45%
24%

4% 16%

White
Race

21%

Distant
3% 13%

All Stages

African American

Figure 2. Five-Year Relative Survival Rates Among Patients Diagnosed With Selected
Cancers by Race and Stage at Diagnosis, United States, 1999 to 2006. From Siegel,
Ward, Brawley and Jemal (2011). Copyright 2011 by John Wiley and Sons. Reprinted
with permission of the publisher.
Most lung cancers found in patients are in the early stages of diagnosis
(Hammerschmidt & Wirtz, 2009). The four major types of lung cancer are: (a) squamous,
(b) adenocarcinoma, (c) non-small lung carcinoma, and (d) small lung cancer carcinoma.
Squamous lung cancer, also called epidermoid carcinoma, forms in the lining of
bronchial tubes and accounts for 30% to 40% of lung cancers (ACS, 2014).
Adenocarcinoma, which accounts for 25% to 30% of lung cancers, is the most common
form of lung cancer in the United States among both men and women (ACS, 2014). Nonsmall lung carcinoma, which accounts for less than 10% of lung cancers, occurs in four
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stages: (a) Stage I, it can be located in the lungs, not in the lymph nodes; (b) Stage II,
cancer is in the lungs nearby the lymph nodes; (c) Stage III, cancer is found in the lungs
and the lymph nodes in the middle of the chest also known as advanced stage of cancer,
and (d) Stage IV, is the most advanced stage, cancer has spread to both lungs and to other
parts of the body such as the liver or other organs (ACS, 2014). Small cell lung
carcinoma, which accounts for 15% to 20% of lung cancers, is often associated with
smoking (ACS, 2014). Small cell lung cancer can grow more rapidly and spread to other
parts of the body earlier than non-small cell. It is more responsive to chemotherapy
(ACS, 2014).
Studies have shown that the incidence of advanced lung cancer has increased in
most race/ethnic groups; the greatest increase has been seen within African Americans
(Blackstock et al., 2002). In 2007, out of 100,000 individuals, 95.1 African American
men were diagnosed with lung cancer compared to 43.4 Hispanic men, 47.1 Asian Pacific
islander men, and 49.3 American Indian/Alaska native men (CDC, 2011). Also reported,
that out of 100,000 individuals, 48.0 African American women were diagnosed with lung
cancer compared to 27.5 Hispanic women, 29.0 Asian Pacific, and 38.0 American Indian/
Alaska native women (CDC, 2011).
The National Institutes of Health (NIH; 2010), reported that lung cancer is the
deadliest form of cancer for both men and women. Lung cancer is rare in individuals
under the age of 45 years old and is more common in individuals over the age of 45 years
old (Ward et al., 2004).
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Influence of Decision-Making Process on Treatment
In the past, health care decisions were mainly made by the physician and dictated
to the patient, but now, patients and their families are more involved in medical decisions
(NIH, 2010). Older adults who have more than one disease, such as diabetes mellitus,
coronary heart disease or hypertension, are faced with making decisions for other
conditions that may affect treatment. Elderly people with co-morbidities must focus on
decision-making for all of their medical conditions (Ekdahl, Anderson, Wirehn &
Friedrichsen, 2011). A cross-sectional study that was conducted in a Swedish hospital
used patients 75 years’ old and older to complete a questionnaire along with a telephone
call, to measure each participants’ preference of treatment and impact of their medical
decision-making. Findings from the study determined that 35% of patients would
willingly choose to have a passive role in their health care decision-making. They also
found that 21% of patients wanted to have a very active role in their health care.
Influence of Family Input in Decisions to Seek Treatment
Families play a significant role in the process of making decisions about the care
of adult cancer patients (Siminoff, Rose, Zhang & Zyzanski, 2006). Not only does the
decision-making processes impact the patient, but also affects the patient’s families
(McKenna, Collier, Hewitt & Blake, 2010). Many individuals involved in cancer
treatment and recovery rely on family caregivers for a great deal of support (Bevan &
Pecchioni, 2008). A study that was conducted in Flanders, Belgium, using random
coefficient analysis, recruited 128 patients over a 1-year period from 13 different
hospitals to explore the decision-making process that involved family of lung cancer
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patients. The patients were diagnosed with non-small cell lung cancer, Stage IIIb or IV;
these patients’ were recruited by pulmonologists and oncologists. The patients were
interviewed by trained interviewers using a structured questionnaire. Questionnaires were
given to the patients every two months and again every four months until six interviews
had been completed with each participant. During the interview, patients were asked
about including and involving others in their medical decision-making processes. The
choices given were nurses, doctors, family/close friends, no one or others. Patients
provided answers to the questionnaire assuming that they were competent and also
answered to the extinct if they were ever to become incompetent. The outcome from the
first interview showed that when competent, 68% of the patients wanted family to be
involved in their medical decision-making, zero percent wanted nurses input, 1.6%
wanted input from others, and 29.7% wanted no one involved (Pardon et al., 2010). A
total of 93.6% of the patient’s wanted involvement of others when found incompetent,
0.8% of them wanted nurses input, and 6.4% wanted no one’s involvement with the
decision-making process. The study revealed that 22.6% of patients would desire input
from their primary care physician. Another 40.9% of patient’s desire input from both
their families as well as their physician. The study also revealed that 36.5% of the
patients interviewed preferred to only incorporate their families in the decision-making
process. Although findings showed that family involvement was wanted, this study had
several limitations.
An additional study analyzed difference of opinions between cancer patients and
the caregivers in regards to treatment and patient care decisions (Gabriel et al., 2008). A
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convenience sample from hospitals in Cleveland, Ohio recruited 184 lung cancer patients
and 171 primary caregivers to participate in a telephone interview to answers questions
using a semistructured questionnaire. The study used nonparametric tests and regression
analysis to examine differences between groups. The outcome of this study showed that
patients and caregivers reported significant differences on treatment decisions for
advanced lung cancer diagnosis.
In conclusion, the literature review has shown that family medical decisionmaking behavior for minor children and incompetent adults required to terminate
treatment has not been widely studied. These are important issues that warrant further
study (Sminoff et al., 2006).
Influence of Faith/Religion Input on Decisions to Seek Treatment
The role of religion and faith is not well understood in medical decision-making
(Vess, Arndt, Cox, Rutledge & Goldenberg, 2009). Past research has revealed that faith
and religion play an important factor among African American patients with serious
conditions such as cancer, heart disease, and depression (Dessio et al., 2004). According
to Brooks and White (2004), they state that “People must have a social center and that
center for African Americans has traditionally been the church. Since the emancipation,
the African American church has become more organized as a government with a head
faith or religious leader who can influence every aspect of life.”
Historically, spirituality has played an important role in health and medical
decision-making among African Americans communities. (Figueroa, Davis, Baker, &
Bunch, 2006). A study that was conducted in the Mid-West that surveyed 1700 older
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adults focused on how spirituality rather than faith and religion had more of an impact on
treatment seeking behaviors (Puchalski, 2001). Conducted in Hampton, Virginia, focus
group methodology was used to understand what role spirituality has. There were three
separate focus groups that consisted of African Americans, 12 men and 22 women; there
were between 11-12 individuals in each group that totaled 34 participants. The age ranges
for these participants were 30-80 within the focus groups. There was a structured
interview guide to facilitate the group. After the focus groups had been completed, the
data was transcribed and analyzed selecting phrases exemplifying common themes. The
findings showed that African American have a strong belief in spirituality.
Limited research has been conducted with African Americans and other racial
ethnic groups on how they perceive religion and spirituality influence cancer treatment
decisions (Johnson, Elbert-Avila, & Tulsky, 2005). Of the research published, it is
evident that spiritual beliefs are important to African Americans (Belzen, 2010 &
Puchalski, 2001). Spiritual beliefs potentially provide a way to help explain how and
why African Americans may make decisions about treatment. Johnson et al. (2005) stated
that “Understanding and coping with illness and may provide a framework within which
treatment decisions are made” (p. 712).
A study was conducted to examine how religion and spirituality influenced cancer
treatment decisions (Koffman et al. 2008). The study consisted of 26 Black Caribbean
and 19 White British patients. In this study, the investigator’s investigated how religion
and deep sense of being affected their experience with cancer and decision-making about
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treatment. This study identified that patient’s form both ethnic groups appeared to derive
benefits from their religious faith and belief in God.
Unfortunately, there is a paucity of empirical research regarding psychosocial or
quality of life outcomes among survivor of colorectal or lung cancer (Clay, Talley, &
Young, 2010). The lack of adequate data on colorectal and lung cancer survivors and
quality of life outcomes, such as spirituality or spiritual well-being, must be addressed
because these cancer sites account both for a significant portion of annual incidence of
cancer and the overall proportion of survivors (American Cancer Society, 2008).
Koffman et al., (2008) suggest that that numerous studies have depended on specimens
drawn from white populaces, and little is thought about the implications of religion and
deep sense of being among racial and ethnic minorities. Research has shown that
spirituality may play a major role in coping with cancer, adjusting to life after a cancer
diagnosis and treatment, physical functioning and quality of life in cancer survivors
(Hills, Paice, Cameron, & Shott, 2005; Tarakeshwar, 2006).
Literature Related to Methodology
As noted throughout this chapter, the majority of the studies reviewed were
qualitative and very few were quantitative. In this proposed study, qualitative method was
selected instead of quantitative because this study is seeking to understand what
influences African American patients to seek treatment for their cancer. Quantitative
research focuses on counting and measuring specific aspects in turn producing
estimations of averages and differences between groups (Frederuksin, Chamberlain &
Long, 1996). Established initially in social science, qualitative research focuses more on
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understanding why people behave as they do. Aspects included are their knowledge,
attitudes, beliefs, and fears (Johnson & Webb, 1995).
Qualitative Methods
There are five basic approaches that can be useful when conducting qualitative
research in health related studies. According to Creswell (2006), the qualitative
approaches are phenomenology, ethnography, grounded theory, case study and narrative
research. According to Creswell (2006), narrative research and ethnography and case
study are similar due to the unit of analysis is a single individual. It stands correct that
any of the three approaches can study a single individual, but the process in which the
data is collected and analyzed would be different. The narrative approach gives emphasis
to stories told by an individual. The stories are collected and then arranged in
chronological order (Creswell, 2006)). In ethnography, the focus is on the setting of the
individual’s stories within the context of their culture and culture-sharing group (Patton,
1990). Case study research is composed of a single case and it typically selected to
illustrate the issue, and then the researcher organizes a detailed description of the setting
for the case (Creswell, 1998). Grounded theory research develops a theory in data from
the field and grounding the views of the participants (Pope et al., 1997). Grounded theory
is a process that studies many individuals (Creswell, 1998). Phenomenology is the
understanding essence of the experience of the individual and the study of several
individuals that have shared the experience (Creswell, 2007) Phenomenologists focus on
analyzing what participants have in common as they experience a phenomenon
(Creswell, 2006).
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Macfarlane and Alpers (2009) led a qualitative study utilizing an ethnographic
approach to examine how knowledge as well as health belief systems impact treatment
decisions. In the Macfarlane and Alpers study, two hundred participants in Papua New
Guinea were interviewed to understand their decision-making in regard to febrile
sicknesses and skin conditions. The study revealed consistencies amongst the various
study participants. These consistencies were discovered in areas associated with a
patient’s convictions about the disease, the type of treatment that is desired, and their
reaction to the illness.
In another study, Matthews et al. (2002) conducted a qualitative study that used
focus groups to collect information to explore factors that may influence medical
information seeking and treatment engagement among African American cancer patients.
This study examined why African American patients between the ages of 45 to 78 choose
not to seek treatment and if they do what influences their decisions. The outcome of the
study found that the patients believe in faith and religion as an influence factor. One of
the outlining factors of the study included religious beliefs and faith. Religion and faith
have been identified as a major resource for coping in the African American population
and the inhibitor to seeking medical information and medical treatment. The current
study investigated how religion influences patients to seek treatment
A study that was conducted in the United Kingdom used an ethnographic
approach to investigate the culture of intensive care and also studied how the medical
staff made clinical decisions. Coombs and Ersser (2003), in their study, used the medical
decision-making model (MDM), to show the emerged data of knowledge for clinical

24
decision-making and roles in the clinical decision-making. The majority of the patients in
the study were able to identify and rate a medical decision. This study shows the
feasibility of using an ethnographic approach as well as MDM.
Matthews et al. (2002) conducted a qualitative study to explore factors that may
influence medical information seeking and treatment engagement among African
American cancer patients and used a case study approach. The study interviewed 55 men
and 45 women whom were all African American, majority of the patients felt as if their
family and faith played an important part in their medical decisions. One of the outlining
factors of the study included religious beliefs and faith. Religion and faith have been
identified as a major resource for coping in the African American population and the
inhibitor to seeking medical information and medical treatment. The study that I
conducted used a qualitative approach and explored how patients seek treatment and what
influences their medical decisions.
Summary
This chapter has presented a review of the literature addressing how family and/or
faith/religion have had an influence on African American patients with lung cancer and
their seeking treatment for their disease. Many of the studies that were cited in this
chapter did not examine African Americans exclusively, but included multiple
racial/ethnic groups in their attempt to understand what influence family support has on
making decisions about seeking treatment for lung cancer. There is a need for continued
research that focuses on the African American population and will allow for a better
understanding of important factors that influence patient’s decisions when seeking
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treatment. I have attempted to show the reader how family support and faith/religion can
influence the patient and have a higher incidence rate and lower survival rate for this
population. Promoting medical decisions for patients with disease is in the control of the
patient and identifying these factors that will help promote will help not only the patient
but the medical practitioners target the appropriate treatment and care for these patients.
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Chapter 3: Research Method
Introduction
This study examined the relationship between family support and faith/religion
and the influence that is has on African American patients when seeking treatment for
lung cancer. This chapter discusses the methodology, research design, data collection,
sampling and data analysis that were used. The chapter also discusses my role as the
researcher conducting the study, as well as recruitment and the ethical protection of study
participants.
Research Design and Rationale
The research questions addressed were:
1. How does family support influence whether African American patients’ with
lung cancer seek treatment?
2. How does faith/religion influence whether African American patients’ with
lung cancer seek treatment?
This study used in-depth interviews to collect the data to answer the research
questions proposed for this study. This qualitative research approach enabled me to study
the African American culture in their context and of individuals through experience.
According to Creswell (1998), qualitative research aims to understand methodological
traditions association with a social or human problem, which is achieved by using an
inquiry process. Creswell (1998) states “qualitative studies, the researcher can build a
complex, holistic picture, analyzes data, reports detailed views of informants, and
conducts the study in a natural setting” (p. 110).
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Social scientists employ qualitative research methods to explore social or human
problems from the perspectives and experiences of people who experience them directly.
This information is used in order to understand human behavior and to determine what
factors influence them (Ulin, Robinson, & Tolley, 2005). Phenomenology is the
understanding essence of the experience of the individual and the study of several
individuals that have shared experience (Creswell, 2007). Phenomenologist primary
focus is on analyzing what participants have in common as they experience phenomenon
(Creswell, 2006). Furthermore, Creswell (2007) recommended interviews as a method of
data collection in ethnographic research and, as is the case with grounded theory, these
methods are inappropriate to the group dynamic, which is why this study will be
conducted by doing individual in-depth interviews.
Role of the Researcher
I served as the primary researcher and the principal investigator for this study.
One of my responsibilities was to make the initial contact and recruit participants from
Triad Cardiac and Thoracic Surgery clinic. I also conducted the in-depth interviews,
transcribed the data, analyzed the data and summarized the results. I established a rapport
with the clinic and the participants in order to recruit and conduct the interviews.
Methodology
Setting and Sample
Study participants consisted of both African American men and women with
confirmed Stage 1 or Stage 2 lung cancer diagnoses who reside in the Greensboro, North
Carolina area. All participants were at least 18 years of age and were recruited from a
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cardiovascular and thoracic surgery clinic in the area. This clinic provided me with a list
of patients that have been diagnosed with stage 1and 2 lung cancer, which I used to invite
patients to participate in the study. Criterion-based sampling was used to select
participants. Criterion-based sampling is used to ensure that the selected participants have
experienced the phenomenon (Creswell, 2003). Since the African American patient
population at the clinic was small, I only used 15 participants that agreed to participate
and were recruited over a five months.
Instrumentation and Materials
Researchers are the principal instrument of data collection in a qualitative study
(Kvale, 1996). In this the research I used twenty-one open-ended questions to explore the
experience of the participants (see Appendix D). The questions were taken from Fact-L
and have been used in a previous research study (Gridell et al., 2014). Fact-L is a tool that
was created and has been useful in other studies to collect data from patients with lung
cancer (Kawahara et al., 2011). The questions asked about the family support and the
influence it had on seeking treatment and questions also asked about how faith/religion
had with the influence on seeking treatment. The demographic information obtained from
each participant included age, race, gender, marital status, religion, salary, and level of
education.
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Data Collection and Analysis
Data Collection
I received approval (#1510) from Cone Health Institutional Review Board and
approval (#02-01-13-0144924) from the Walden University Institutional Review Board
(IRB) prior to conducting the interviews and data collection process. After IRB approval
was received, I used convenience sampling to recruit study participants. I contacted the
potential participants prior to their medical appointments by using an appointment list
provided by the clinic. I called the participants and explained the study and asked if they
would participate. For each person who agreed to participate, I designated a time and
location to conduct an interview and allow the participant to sign the consent forms. The
data that was collected from the interview consisted of note-taking by and authorized
recordings of the interviews. These recordings enabled me to identify any missing
information and to compare my notes taken during the interview with the recorded data.
Data Analysis
Data analysis provides order structure, and organization of the data in order to
categorize common themes and relationships among participants. This is accomplished
through analysis of responses to specific statements and themes by study participants.
Qualitative data analysis of recorded verbal data was conducted for this study and
consisted of seven basic steps: recording, transcription, reading transcripts and field
notes, coding, displaying, reducing and interpreting. I transcribed the recorded data for
each interview immediately or soon after each interview. I also asked each participant for
their permission to be recorded as well as took detailed notes to capture the responses to
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each of the questions that I asked during the interview. I listened to the recording more
than once to ensure that all data is captured. The questions focused on whether family or
faith/religion influences their decision to seek treatment for their lung cancer diagnosis.
The outcome of the interviews allowed ne to collect information on help clarify the role
of the family and faith to see which factor plays a role in the decision to seek treatment
within the African American population
After transcribing the recordings, I used QSR International’s NVIVO software
(2007) to organize and analyze the textual data. NVIVO is a software program designed
and used to analyze phenomenological research (Gay, 2000).
Ethical Protection
This study received prior approval from the Cone Health Cancer Center, the
Institutional Review Board (#1510) from Cone Health Hospital as well as the Walden
University Institutional Review Board (#02-01-13-0144924) (see Appendix E). Each
participant was informed of their complete anonymity, the confidential treatment of their
identity, and that no identifying information would be asked of them on the survey. Each
participant signed a consent form, one copy of which was provided for them to keep and
one copy of which I retained. I explained the consent form to each participant and
informed them of their rights and privacy. The consent included the researcher’s name
and contact information as well as the information of the dissertation committee. Data
collected was entered into a researcher’s personal computer, which has security
measures. All data was stored on a password protected flash drive and any paper
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documents (survey and consent forms), and is in a locked file cabinet in the researcher’s
home office.
Validity and Trustworthiness
Whittemore, Chase and Mandle (2001) state the ability to develop validity
standards in qualitative research is challenging due to necessity to incorporate rigor,
subjectivity, and creativity into the scientific process. Creswell (2003) asserted validity
has different connotations in qualitative research than it does in quantitative research.
Qualitative research acquires a vast amount of detailed data using information provided
by study participants. This research used the following strategy suggested by Creswell to
check for the accuracy: member checking; rich, thick, description and debriefing. In this
study I also used member checking to clarify the accuracy of the qualitative findings that
will require the participants to review a copy of the final report (Stake, 2010).
In addition to the research, the trustworthiness showed the validity of the study.
According to Gay and Airasian (2000), advised researchers to use strategies such as
extending the study, including additional participants, recognizing one’s bias, and
allowing participants to review the notes in which the researcher recorded verbally and
electronically for accuracy and meaning. The accuracy was reviewed for the final report.
This chapter has provided an overview of the methodology, the research design,
data collection and analysis that was used in the study. In the next chapter, study findings
are presented.
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Chapter 4: Results
Introduction
The purpose of this study was to examine how family support and faith/religion
influenced treatment decisions of African Americans with lung cancer. This chapter
presents themes and findings that examine how these factors influence decision-making
about seeking treatment among African Americans. I collected data by conducting semistructured interviews and then summarized the data to identify the findings. The first
section of this chapter characterizes the study population and the demographics of
participants. The second section of the chapter describes data collection and reliability.
The third section outlines the results of the research, and finally, the last section presents
a summary of findings and conclusion.
The following research questions formed the foundation for this study:
1. How does family support influence whether African American patients’ with lung
cancer seek treatment?
2. How does faith/religion influence whether African American patients’ with lung
cancer seek treatment?
This research used a qualitative approach to obtain data for the study. Creswell (2003)
states, “The data collection steps include setting boundaries for the study, collecting
information through unstructured or semi structured observations and interviews as well
as establishing the protocol for recording information” (p. 185). The study used a
phenomenological approach. According to Creswell (2007), phenomenology is the
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method used to understand the essence of the experience of the individual and the study
of several individuals that have shared experiences.
Setting
This study examined on a small sample of the African American population in
Guilford County, North Carolina. The study participants were African Americans who
were recruited from the Triad Cardiac and Thoracic Surgery Clinic in Greensboro, North
Carolina. These study participants were recruited by flyers that were left in the
physician’s clinic waiting room or in the patient exam rooms. The patients either called
the contact number on the flyer to sign up for the study or they told the clinic staff that
they were interested and left their contact information for me to follow up and set up a
time to conduct the interview. The clinic provided me a list of patients that have been
diagnosed with Stage 1 and Stage 2 lung cancer. Once I contacted a patient, I set up a
time and date to meet at the clinic to complete the semi-structured interview in the
clinic’s conference room. The participants recruited for this study had all previously
received diagnoses of lung cancer.
Demographics
The individuals that participated in this this study were all African American, of
both genders and between the ages of 30 and 75. All of the participants have been
diagnosed with lung cancer, and were either deciding on their treatment or had already
received treatment. Each participant completed a short demographic survey and returned
it to me after signing the consent form. The demographic survey was used to obtain
discrete information on the personal history of the respondent. Data gathered from the
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demographic surveys were used to compare the background of each participant. Most of
the participants were female (53%). In terms of the participants’ highest education level,
33% had some high school, 27% had high school graduation only, and 40% had some
higher education. Three categories of religion were recorded in the survey responses:
Methodist (40%), Baptist (20%), Holiness (20%), and Non-denominational (20%).
Ninety-three were or had been married at some time, 27% were unemployed full-time,
and 53% were retired. Fifty-three percent had been diagnosed with stage 1 lung cancer
(see Table 1).
Data Collection
A total of 15 face-to-face, semi-structured interviews were conducted at the
medical practice conference room of the clinic. The instrument that was used for the
interview was adopted from a previous study by me and approved by the Cone Health
IRB department and by the physicians at the clinic. Some of the interview questions had
been used in a previous study as part of the Fact L survey instrument. The interview
consisted of 21 questions for each participant. The questions were related to their family,
faith/religion and how it impacted the decisions to seek treatment for their lung cancer
disease.
Data Analysis
I analyzed data collected from the participants and then summarized the data
findings. The descriptive and rich data that was collected was used to identify the most
important themes that answered the research questions. Data from the 15 interviews
conducted were coded based on the 21 semi structured questions, as suggested by
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Table 1
Characteristics of Study Population (N=15)
Patient Characteristics

Total

%

Gender
Male
Female

7
8

47%
53%

Education
Some HS
HS Grad
Some College
College Grad
Trade/Technical
Some Post Grad
Post Grad

5
4
1
1
2
1
1

33%
27%
7%
7%
13%
7%
7%

Marital Status
Single/never married
Married
Divorced
Separated
Widowed

1
6
3
2
3

7%
40%
20%
13%
20%

Employment
Full-time
Not employed
Retired

3
4
8

20%
27%
53%

Stage of Cancer
Stage 1
Stage 2
Stage 3
Stage 4
Stage 1-A
Stage 2-B

8
1
1
1
3
1

53%
7%
7%
7%
20%
7%
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Thomas (2006; see Appendix D). I analyzed the data in four stages: (a) listening to the
audiotapes immediately after the interviews but prior to transcribing, (b) transcribing the
audiotapes, (c) forming linkages of existing and new data, and (d) categorizing by coding
and identifying the common answers from the participants. I used the software program
NVivo to facilitate central data storage and to help categorize the interview responses. I
also took notes during the interview to capture the body language and any other responses
that could not be captured in an audio recording. The data analysis and the collection of
the data were done simultaneously, i.e., I started analyzing each interview while
collecting the data. All recorded and written data retrieved from the study were stored
according to the data storage procedure discussed in Chapter 3.
Evidence of Trustworthiness
This study used the member-checking strategy suggested by Creswell (2009) to
check for the accuracy. Each interview was audio-recorded and I also took notes,
allowing for the collection of data on the body language and emotions of the participants.
The data was transcribed immediately after each interview. During the interviews, I was
able build the rapport with each participant in order to obtain the honest and best
response for the interview questions. The way I built a rapport was by allowing a general
conversation between me and the patient to allow them to feel relaxed and comfortable
with me. I also used member checking by mailing the transcripts to each individual
patient to check for accuracy. No study participant contacted me to identify any errors in
what was transcribed or said during the interviews. This provided cross verification of the
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accuracy of the data collected. The recordings were also replayed three times to check for
accuracy and clarity of the findings.
Results
This study’s primary goal was to identify what role family support and
faith/religion had in decision-making. The interview questions investigated what role
family, friends or other individuals had on their treatment decisions, as well as questions
related to the faith/religion and its importance. Findings indicated that family support was
an important part in the decision-making process. Discussions with study participants
revealed that support from third parties gives patients both moral and psychological
comfort when making decisions. The findings also indicated that faith/religion was an
important factor in the decision-making about lung cancer treatment. Participants also
used it as a method of comfort during their illness. Several principal themes emerged
from the interviews.
Theme 1: Lack of Knowledge About the Disease, Treatment and Length of Time to
Live
All of the participants in this study had a confirmed diagnosis of lung cancer,
although the exact stage of lung cancer varied. When asked about their stage, the majority
just spoke about it generally and did not really comprehend as if stage 1 to 4 made a
difference. One participant stated, “Yes my doctor said that I have stage II, but it does not
bother me because God will heal me and I won’t have a stage at all” (Participant 3).
Another participant stated, “I have stage I-A, so I feel that at my stage I can be treated
and cured” (Participant 2). When conducting the interviews, many of the patients stated
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at diagnosis they felt their lives would drastically change. Treatment was another item
discussed during the interview and questions 6 thru 9 on the interview guide were related
to this topic. When asked about the type of treatment and if they would have it or not,
many reported feeling as if God would heal them, though they also would listen to what
the physician would have to say as well. Some had already had surgery.
Theme 2: Confusion and Fear About Treatment Options
Even though no emotions were shown during the interview, some of the patients
stated that the diagnosis of cancer is overwhelming, and had those patients asking
questions to their doctors. One patient stated, “When my results came back about me
having lung cancer, it was too much for me to handle and I was really confused because I
have never smoked a day in my life. I was scared but I knew that God was in control”
(Patient 8). Several of the patients reported feeling overwhelmed when they had to think
about treatment options and whether or not to have it. One patient stated, “I worry about
whether or not to have surgery because I have been told that when you have surgery, it
(the cancer) will spread worse and you might die (Patient 10). Other patients were
overwhelmed to think about their treatment options. Some felt that having surgery would
make matters worse and others had a sense that the cost of treatment would be a major
issue to their finances. One patient stated, “So I am thinking that if I have surgery it
might cause me to have other health issues that I have never had before and this is going
to be a major expense” (Patient 13).
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Theme 3: Extreme Financial Anxiety
One patient stated, “I guess I will spend the rest of my retirement money on
medical bills, now that I have lung cancer” (Patient 1). Many of the patient’s responses
were focused on how they were going to pay for medical care, treatment, and survive
with their day-to-day living. Another patient stated, “I am on a fixed income and I can
barely pay my bills; now that I have been diagnosed with lung cancer, I don’t know how I
can even pay the co-pay to see my doctor” (Patient 11). Another patient stated, “My
husband is also very sick and all of our money now goes towards his medical bills and
medications monthly, I just don’t see how I can pay for this, I can’t afford another bill
(Patient 7).
Theme 4: Faith, Prayer and Reliance on God
Several of the patients relied on their faith to oversee the treatment options. One
participant stated, “I had surgery and it went very well, but my God pulled me through
and I faith in him, so I am healed now” (Participant 14). Another participant stated, “I
have not had surgery yet, but I am praying that when they do another follow up that they
will no longer see the cancer, my God is a healing God, and I believe in miracles, so
maybe I will not have to have surgery at all” (Participant 8). Majority of the participants
interviewed all trusted God about their treatment decisions whether they have had surgery
or still waiting. There were no emotions when asked about this topic, and the words
‘God’ and ‘Faith’ were an important part of their responses.
Data showed that faith/religion were important factors that patients relied on
when making medical decision about lung cancer treatment. When discussing
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faith/religion, many of the participants showed that they were very enthusiastic about this
topic and had strong held beliefs in faith. For instance, several participants raised their
hands up in the air to show their belief in God and faith.
When discussing faith/religion, the patients’ answers were often similar. One
female patient stated “Oh Lord Jesus, my faith is very important and without faith you
have nothing, I rely on the faith of God to get me through every day, oh Lord Yes”
(Patient 3). She also stated that she has always prayed to the God for anything in her life
and he has not failed her yet. She relies on support for her God. One male participant
stated “My faith and religion is first and foremost in all my life decisions and especially
in my medical decisions, I rely on prayer and God getting through and making the right
decisions” (Patient 6). This patient also elaborated how this was instilled in him as a
child, and how his entire family takes the same approach. A female patient stated that,
“My religion is very important any and every time I have life difficulties and decisions to
make regarding my life I always rely on my faith and my religion. Another patient with a
supporting answer for this research question stated that, “Faith, there’s a God somewhere,
with the doctor’s education and experience which is fine but the good Lord is the best and
I pray every day for everybody and everything. God is my healer” (Participant 5).
Theme 5: Confidence in the Physician for Medical Advice
Though the central theme that emerged was a reliance on God, many individuals
also rely on a physician’s knowledge and recommendations when making health
decisions. One participant stated, “Yes, my oncologist is smart and I do understand the he
did go to school and is well trained, but he is not God, so even though he is telling me
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that I should have surgery, he does not have the final word. God is my healer”
(Participant 6). Majority of the participants would listen to their physician along with
having their family support to assist through this difficult time. One patient stated, “I
understand and listen to my doctor, but I also take my family’s suggestions into
consideration about what I should do, I have a lot of support from my family and they are
involved in all my medical needs, (Patient 12). When asked about trust, patients had trust
in their physician by knowing that they were well educated and skilled in this area of
cancer made them feel good. One patient stated, “My doctor has been in this field for
over 25 years so I comfortable with his choices and I know of others who have had him
as a doctor” (Patient 3). Some of the patients stated that the doctors referred them to look
at their websites to read others opinions on the physician’s credibility. One patient stated
“My doctor told me to go on his clinic website to see the testimony’s from other patients
so it will ease me a little (Patient 2). Physician’s recommendation is a topic that many
individuals rely on, but with the interviews that were conducted within this research
many participants felt as if their physicians were knowledgeable, but God still held a
greater power. Majority of the participants would listen to their physician along with
having their family support to assist through this difficult time. When asked about their
trust for the physician, many felt as if trust was not a huge factor, but knowing that the
physician was educated and skilled in this area of cancer made them feel good. One
patient stated, “My doctor has been in this field for over 25 years so I comfortable with
his choices and I know of others who have had him as a doctor” (Patient 3). Some of the
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patients stated that the doctors referred them to look at their websites to read others
opinions on the physician’s credibility.
Theme 6: Emotional and Financial Support From Family, Including the Church
Family
While interviewing the patients, family support seemed to be a common factor
that was discussed by study participants. Many patients were happy to talk about their
family and how much support they have had. Emotions also varied when discussing the
support they received from their families. Many patients had smiles on their faces, while
others showed their emotions through tears. I asked several why they were crying and
some replied that it was tears of joy, while others felt disengaged from their family and
expressed that they had no support which caused them to feel sad and alone in many
cases.
I investigated the role that family had on support in conducting the 15 interviews;
patients had similar responses and shared similar experiences. Most of the responses from
study patients revealed the importance that family had in making treatment decisions.
One female patient stated the “Family support is very important, I am family oriented and
we are all very supportive in many situations in each other’s life, especially to health
related issues” (Patient 8). She stated that her family is so supportive that when she has to
go to any appointments and follow-ups, usually there is a family member that is there
with her. This patient also stated that her family held family meetings and discussed what
should be done, many of them would agree and disagree, but would come to a conclusion
and would finally come to a consensus together. Her family agreed for her to have
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surgery because it would save her life. When conducting another interview, one female
patient also shared a similar story. The patients stated that, “Who else can you rely on if
you can’t rely on family, family should always be there because your medical issues
could also impact their health due to genetics” (Patient 11). Another patient also had a
similar answer, “Family is 100% important to me especially when it comes to health and
medical issues that call for decision-making , because what could affect me could also
affect a family member and they need to be involved in all aspects” (Patient 6). Another
patient stated, “Family can give you moral support because they are here until the end,
and friends are not always here forever, friends come and go” (Patient 14). This patient
stated that his family not only collectively supported his decision to have chemotherapy,
but each individual family member took time out of their busy schedule to take turns
going to the many doctors’ appointments and physician meetings regarding treatment
choices. Even when he started going to his chemotherapy sessions, there was always a
family member there during the treatment times.
This reliance on family included fellow church members, who are regarded as
family in many African American populations. As one interviewee reported, “I have a
very good relationship with my pastor and my church family and they will pray for me if
I ask for it” (Patient 8).
Family support was reported to be both emotional and financial. One patient
stated: “During the time I was diagnosed I was living on a fixed income and could barely
afford my monthly bills so to add on medical expenses was stressful and thanks to my
family they did assist with my medical bills which helped me tremendously” (Patient 12).
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Theme 7: Family Support as a Cause of Stress
When patients are diagnosed with life threating illnesses it not only affects the
individual, but it affects the family as a whole. When patients have to make critical
medical decisions it can be a stressful for their family as well as for the patient. At the
same time, family can support can alleviate some of the stress. Family support can assist
as guidance in terms on what treatments to choose, and family can be advocates to the
medical staff for the patient. Several families had discussions not only with the patient
but also with the medical staff working with the patient, and this sometimes led to tension
when trying to decide on the best recommendation for the patient. One patient reported:
“My family can really stress me out when they argue about what should be done with my
health and all the yelling really sends me in a crying mode”. However, this patient also
stated that the support of her family coming together to discuss the pros and cons of the
benefit of having surgery to extend her life was very important to her. She felt
overwhelmed to know that her life is very important to her family and that the time and
money spent was not an issue, but her life was more important.
Theme 8: Family Support Not Being Available or Important
When discussing the importance of family support and their opinions in making
medical decisions, many participants agree that family is important, as discussed in the
previous section. However, one participant did discuss that family support was not
instrumental in his decisions. When asked interview questions related to how important
is family when making medical decisions, one male patient stated that, “It is not, family
is not that important, and the reason I say that is because I am not close to my family and
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I choose not to share my medical issues or decisions” (Patient 1). This patient was not
close to his family and did not have family in the area. When answering the question he
seemed to hesitant and seemed desolate when talking about the family. He stated “You
know family is a very touchy subject for me, because we are not close and they never call
or visit to see how I am doing, it’s like I don’t even exist” (Patient 1). He stated that his
family has always been very argumentative, and does not ever agree on anything and
when it comes to health issue that is not a topic that anyone in his family likes to discuss.
Interview questions that were used in the research also provided additional
analysis. The additional topics that were developed from the interview questions were:
diagnosis, treatment, and role of physician.
Summary
This qualitative study showed that majority of African American individuals
interviewed believe that family support is important when making decision about lung
cancer treatment. This study also discussed how patients used faith/religion as a source
for medical decision-making about treatment. Majority of the individuals had significant
support from families and others and shows that family support was a strong factor in
medical decision-making. The principal themes were: a lack of knowledge about the
disease, treatment and length of time to live; confusion and fear about treatment options;
extreme financial anxiety; faith and reliance on God; confidence in the physician for
medical advice; emotional and financial support from family, including the church
family; family support as a cause of stress; and family support not being available or
important. Overall, the results show that African American patients are influenced by
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family support, and utilize their faith/religion, when seeking treatment for lung cancer
disease.
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Chapter 5: Discussion, Conclusions, and Recommendations
Introduction
This chapter provides an overview of why this study was conducted and an
interpretation of the research findings. In addition, the limitations of the study, the study
recommendations, the implications of social change and the conclusion of the study are
also presented. This chapter includes my reflections, findings, and a list of the insights
gained through conducting this particular study.
The purpose of this qualitative study was to examine how family support and
faith/religion influence African American patients who seek treatment for lung cancer.
This study was important because it outlined how individuals utilize family support and
faith/religion in making medical decisions. The findings from this current study can
possibly inform future intervention efforts that could reduce mortality among this
population.
The study used a phenomenological approach, because phenomenology is
concerned with discovering the meaning of lived experiences by human beings as they
exist in the world (Chamberlain, 2009). In this case, the population was a sample of
African American men and women most with high school as their highest level of formal
education who are faced with a diagnosis of lung cancer. The study collected rich and
descriptive data by conducting face to face, semistructured interviews in which the
participants’ answers were recorded and then transcribed and analyzed.
The research questions that this study attempted to answer were:
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1. How does family support influence whether African American patients’ with
lung cancer seek treatment?
2. How does faith/religion influence whether African American patients with lung
cancer seek treatment?
Interpretation of the Findings
Since this research used an ethnographic method by focusing on individuals
within a particular culture, it was possible to analyze similar values that they share related
to medical decisions, and how family influences their decision-making about treatment.
This phenomenological approach was used to analyze the experiences of African
Americans regarding lung cancer, and to research how their family support and
faith/religion influence decisions to seek treatment. Findings showed that these African
American patients use family support and faith/religion as influential factors when
making treatment decisions about lung cancer, trusting the physicians’ recommendations,
and coping with the emotional and financial stress of their situation.
The study findings suggest that the African Americans in the study population
sought family support to help with medical decisions about lung cancer treatment. The
use of family support has previously been noted as a cultural phenomenon. Belzen (2010)
states, “Culture is best understood as a system of signs, rules, symbols and practices that
individuals share and understand” (p.330). However, culture is also not stagnant; it is
reconstructed and transformed continuously (Belzen, 2010). Cultural phenomena in
modern societies are said to be the result of an individual’s decrease in identification with
the same culture group, and increasingly the result of an individual’s personal history
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(Tourinho & Vichi, 2012). Historically, family support has been well documented in the
African American community by family members being the sole caregiver for their loved
ones during critical times such as end of life stages, palliative care or for basic family
support needs (Steinhauser et al., 2000).
Family Support Including the Church
In another study, Taxis (2006) stated “Roles of the culture, family, and church are
strong influences in shaping African American values and choices at the end of life”
(p.78). A survey conducted by Cicirelli (1997) examined 388 blacks and whites in two
medium-sized Midwestern cities, noting that blacks of lower socioeconomic status were
ten times more likely to have a greater subjective religiosity than other races. This
subgroup also had less fear of the dying process but more fear of suffering in comparison
to their white counterparts. Reese et al. (1999) found that African Americans are the least
likely demographic to go outside of their families for assistance with medical caregiving
and decisions due to a preference to place their trust in close family members when
making end-of-life decisions.
Family support is a significant influence on health when it relates to individual
family members with medical conditions (Brittain, Taylor & Caldwell, 2012). Family
support system is a critical component associated with the decision-making process of
patients. This is seen especially with patients who are receiving advice about a near end
of life stage of a particular disease (Stajduhar, Funk & Outcalt, 2013). Physicians
encourage family members and care givers to have a role in the decision-making process

50
for their dying loved ones. This allows patients to begin to take responsibility for their
care (Staduhar et. al., 2013).
Family Support and Decision-making
Family support is very important in the medical decision-making process. This
study found that it was an important factor among African Americans, a finding similar
to that of Steinhauser et al. (2000). Although it is not clear how family support operates,
it is believed that family support enhances communication between individuals and their
physician and medical staff when a patient cannot communicate due to the severity of
their illness or understanding. One older woman interviewed for this dissertation study
stated, “I wanted my family members to be a part of my treatment decisions so that I
would not feel alone and, because some of them are a lot more knowledgeable about lung
cancer than I am” (Patient 7). Having the support of family can also provide a patient
with a sense of peace (Steinhauser et al. 2000).
My findings parallel other studies’ findings that family support is an important to
patients when making medical decisions. It also aligns with extant literature about
African Americans and lung cancer that have stated that family support is an important
factor. Family support has been identified as an important factor that aids decisionmaking process among patients (Zhang et al., 2003). A study conducted at the Albert
Einstein Cancer Center and the Cancer Center Hospice program analyzed data from
White and Black study participants who had advanced stages of lung and colon cancer. It
investigated the differences in attitude, preferences, and behaviors regarding end of life in
terminally illness and treatment. The investigators in this study found that African
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American patients, when compared to their White counterparts, utilized life-sustaining
measures and desired the family input for their treatment decisions (Zhang et al, 2003). A
study conducted by Tilden et al. (2001), in Portland, Oregon used medical records to
show that family members who cared for ill patient family members assisted them with
medical decisions, and that these family members did this in part to relieve stress off of
the patient. Similarly, a study conducted by Griffin (2003) used semistructured
interviews to examine what factors influenced patients to choose one type of treatment
over another. Griffin (2003) found that support from family decreases the stress the many
patients have when dealing with medical decisions. This study used two main conceptual
variables that examined in a study that compiled of 102 patients and 139 family members
from four large urban hospitals. One study variable examined family members’ stress
(Griffin, 2003).
Faith and Reliance on God
This study also found that that African Americans use faith to help in medical
decision-making about lung cancer treatment. This use of faith has also been noted as a
cultural phenomenon and has been well documented in the African American
community. This usage, including the church community, is a traditional form of social
and familial involvement (Tate & Brown, 1991; Williams, 2003). Faith and religion both
have assisted families in coping with life and social stressors, such as economic and
racial inequalities (Williams, 2003). Since study participants showed a high reliance on
faith, it showed how it influenced one to seek treatment and possibly live longer. It also
gave the individuals a peace of mind about their medical condition and comfort on their
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treatment decisions. One older male participant stated, “Putting my faith in God, took the
worrying off of me because it is now in his hands” (Patient 1).
Although faith has been shown to be important, faith may also prevent people of
seeking care since they believe it’s in God’s hand. This can be critical in a life-threating
illness and one fearing the outcome of treatment or not. Another problem is fear and other
psychosocial barriers to treatment. Peek, Sayad and Markwardt (2008) state “That
patients, who seek treatment, may fear that the system will deny then due to their social
economic status, which may incur an adverse result to any treatment received” (p.1848).
Therefore, if individuals just rely on faith then they may not have the opportunity to seek
the interventions from their physicians or other treatment options to better their health.
The majority of participants of this study had a religious affiliation. Out of the 15
interviews conducted, 14 participants agreed that their lives would be nothing without
having faith and or religion. Although participants within the study had different religious
affiliations, participants shared similarities with how the they used faith/religion to derive
a medical decision.
There are several factors that influence decision-making. Within the African
American community there is limited research on factors such as religion and spirituality,
health/risk behavior, and cancer screenings. A study conducted in 2003 asked African
American participants to rank factors that influenced treatment decisions (Phipps, 2003).
The main finding of the study was that a patient’s faith did influence treatment decisions.
In fact, faith was so important that when compared to treatment efficacy, faith was more
important in the Phipps. This supports the current study findings because participants in
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the current study also stated that faith was an important factor when seeking treatment
decisions in their health care. However, the current study did not ask participants to rank
if religion was the most important factor. In the Phipps study, study participants were
solicited to rank the several factors: specialist suggestions, confidence in God, capability
of treatment to cure infection, symptoms, family specialists’ proposal, companion’s
proposal, and children’s suggestions. More research is warranted to examine how these
factors may impact African American decisions regarding lung cancer treatment.
A study conducted using African American men and women from 6 churches
within a large urban community in the Midwest collected data anonymously by leaving
an envelope in a basket and allowing anyone who wanted to participate to take, complete
and return to the basket, (Fann & Powell, 2006). The purpose of the exploratory study
was to examine how religion/faith and spirituality impact decisions among African
Americans. A total of 471 African American congregants participated in the study and
72% of the study participants indicated that their approach to life and medical decisions
are based on their religion and faith. There was no significant difference between men
and women in the study. In my study, I found that both males and females provided
similar responses about how religion and faith influences their decision-making.
Past research has also revealed that faith and religion has influenced African
American patients with serious conditions such as cancer, heart disease, and depression
(Dessio et al., 2004). This study has shown a similar comparison to past studies about
family and faith/religion support when it comes to medical decision-making for treatment
for diseases. Matthews et al. (2002) also found patients within the African American
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population and with lung cancer or another life threating illness have strong beliefs in
faith. The majority of individuals that I interviewed stated that faith and religion plays an
important factor in their medical decisions. Families play an important role in decisionmaking process when it comes to care, especially with adult cancer patients (Siminoff et
al., 2006). Similarly, findings from the present study found that family support plays a
huge influence on participant’s decisions to seek treatment. During the end of life
conversation, patients have a greater understanding of how a physician’s perceptions may
affect their treatment choices. This allows the physician to offer clarification during the
decision-making process (Bell, Somogyi-Zalud, Masaki, Fortaleza-Dawson &
Blanchette, 2008).
According to Moulton and King (2010), physician recommendation for patients’
seeking treatment was a major driving force for patient’s decision-making, rather than
patient preferences. Studies demonstrated that African-American patients trust their
physician’s decisions for medical treatment less often than their White counterparts. This
was found to be more evident following an initial visit with a surgeon or oncologist
(Trachtenberg, Dugan & Hall, 2005). This distrust was hypothesized to be linked to nonsupportive communication from physicians (Flenaugh & Henriques-Forsythe, 2006).
Financial and Emotional Family Support
The results confirmed that family support was important but also stressful. Most
described that the decision-making was one of the hardest things that they had to ever do.
According to Tilden et al., (2001), the patients used such terms as “difficult”, “painful,”
and “exhausting” as they reported the impact of decision-making. Additionally, Tilden et
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al. (2001), family support can alleviate the stress on the ill patient when making decisions
and may extend their life. Rabow et al., (2004) suggest that families play an important
role in decision-making at the end of life. The findings of this research show this also. It
appears from study participants that family support released the burden of making critical
and life threating decisions alone. Having the family to agree together about treatment
made decisions easier.
Medical Decision-making
This study used the medical decision-making (MDM) model as a framework that
guided the researcher. MDM refers to “the choice of a course of action (action, for short)
following a diagnosis of a patient’s condition (Ekdahl et al., 2011). There are three
components to MDM. The first component involves the number of diagnosis or
management options provided to patients. The next component is the amount or
complexity of data to review. The final component is risk of complications or death if the
condition goes untreated. All of these components can be measured as minimal, limited,
multiple, or extensive (Frantsve & Kerns, 2007). In addition, there are also several factors
that may influence decision-making. The first is known as past experience, which is
avoiding or repeating past mistakes. Another factor that influences decision-making is
cognitive bias. Cognitive bias is known as ones thinking patterns, memory or judgment.
The patient’s age may also serve as an influential factor. Individual difference or personal
beliefs is also a factor associated with decision-making. The final factor that may
influence decision-making is personal relevance. Personal relevance is ones learning or
educational experience (Juliusson, Karlsson & Garling, 2005.)
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When determining how decisions are made, it is important to understand the
factors that influence the decision-making process and how these factors impact the
outcome (Dietrich, 2010). For lung cancer, patients have multiple treatments options.
Although these are discussed with their health care provider, the MDM provides a
broader explanation of what influences decision-making. This study found that a family
centered approach played a significant role in health care decision-making. MDM states
that external influences can change the outcome decisions of the patient’s medical
choices solely. In this case, family was an important factor that helped patient’s make
medical decisions. Unfortunately, this study did not examine the level of importance of
this factor in comparison to others, and therefore, does not provide an actual weight of
this variables importance in medical decision-making for lung cancer treatment.
Similarly, the study also found that faith/religion was another factor that played an
important role in the decision-making process. Again, as supported by MDM,
faith/religion is an external influence that affects decision-making. Like family support, it
is not known what weight this variable has in the decision-making process. It is known
that individuals due rely on the faith/religion in making treatment choices even though
they may be faced with increased illness or maybe even death, although relatively little is
known about this factor in decision-making (Miller, 2011).
Although this study specifically set out to examine the role of family support and
faith/religion, the study did examine what influence health care providers have. A
considerable amount of research in MDM has focused on the provider-patient interaction.
However, as this study has identified, there are many factors that are external to this
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interaction solely. These outside factors are important because it shows that decisionmaking is a complex process that involves multiple factors. MDM gives a perspective
modification in decision-making, in addition to external influences. It is important to
understand the complexity of decision-making in this study because it can be a life
treating situation for some of the patients. The complexity of medical decision-making
includes the risk of significant complications with the patients present diagnose state, the
number of diagnosis and health management options for the patient and the diagnostic
procedures and treatment for the patients disease. The medical decision-making
theoretical model was used in the research to show how patients make decisions in
complex situations with this issue being related to the diagnoses of lung cancer that can
be a critical and life threating issue.
Limitations of the Study
As with all research, this study had several limitations that should be
acknowledged. First, this study only included African Americans. Therefore, inferences
about how other racial/ethnic groups made decisions about lung cancer treatment cannot
be made. Further, there was no stratification for demographics such as education, age,
gender, or economic background, which could have influenced findings. Analysis was
also performed on a small sample size. With the in-depth nature of the questions from the
interview the data analysis would have been practical if a larger sample size and to
include other ethnic groups. The study findings are limited due to the small number of
participants and nature of study. Since participants were recruited from one clinic,
findings are restricted to how patients from this clinic made decisions and should be
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cautiously generalized to other settings. Similarly, since the study exclusively used lung
cancer patients, findings may not be generalizable to other medical conditions. There
was also some limitations that surround how the study was conducted. Qualitative
research inherently includes potential for personal perception bias interpreting data
results. Lastly, by me being the individual conducting the interviews and by also being an
African American female, this could also have had a bias on the results of the study. I say
that because in some cases it can be difficult to analyze individuals within in your same
culture background. Additionally, this study was narrowed since the interview guide
restricted the investigator’s ability to ask more in-depth and probing questions the
questions could have been better designed to elicit rich, thick data, which would have
allowed me to probe more with the questions being asked.
Recommendations
Through this research with African Americans who have lung cancer and their
decisions to seek treatment, I would make the following recommendations. First, future
studies with African American using a larger sample size are needed. I would also
recommend the inclusion of other racial/ethnic groups to compare the data to see if there
are cross-cultural differences in decision-making.
For this study, 15 participants were obtained through a local clinic. A more
diverse sample size needs to be included as well. The researcher recommends including
more than one clinic to recruit and interview patients. This would allow for a larger
population from different areas in the community and it would also allow for a wider
range in age. Another recommendation would be to include another geographical location
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to compare with the Guilford County, NC location. I would also recommend that future
qualitative research have broader questions and explore the topic with broader
perspective. This study explored the role of social support and faith/religion; future
studies should explore other variables that influence medical decision-making. Although
a qualitative study was used in this current study, a future quantitative study could also be
conducted. This will allow for specific hypothesis to be tested and with a larger sample
size. Further, future studies can examine how these influences affect decision-making and
their relative strength. An additional recommendation would be to utilize an ethnographic
approach to better understand how culture may play a role in decision making. Although
my study focuses on two cultural aspects, family support and race, an ethnographic
analysis could provide a better understanding of how culture possibly shapes medical
decisions for patients with lung cancer. Finally, a future study should also examine the
role of gender and socioeconomic status on decision-making. The current study did not
examine the effects of gender, income, or educational background on how people make
decisions about seeking treatment for lung cancer. It is possible that these factors play an
important part in the decision-making process. Current study findings could be different
had findings been analyzed by gender or socio-economic status. Another
recommendation is that while the patient and families are going through this critical time,
and dealing with the diagnosis of lung cancer, advance care planning is an important
topic to discuss and finalize. Advance care planning is “the discussion held with a patient
in anticipation of a future deterioration of the patient’s condition” (p. 27).
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Implications of Social Change
Upon conducting the literature review there were only a few published studies
that focused on African Americans and family support and faith/religion when seeking
decisions for lung cancer treatment. This present study provides more insight that can
help address the disparities seen for lung cancer among this group. The results from this
study indicated that family support and faith/religion have an influence on patients’
decisions for medical treatment. It may educate the medical profession and other
individuals on how patients seek treatment decision for lung cancer due to the influence
of family support. The results may be used by clinicians when working with lung cancer
patients on decisions on treatment and to understand how the patients may be influenced.
The results can other factors such as the patients understand and knowledge base about
the topic. This study showed how African Americans seek treatment and not only rely on
the physician for decision outcomes. This will also provide the information to physicians
and clinical staff when communicating to patients and to have a better understanding on
how this population makes medical decisions. The implications for social change in this
study included an increased understanding of how family support, and how it is important
when making medical decisions. Data from this study can lead to the increased awareness
about the influence of medical decisions from family members to give courage, strength,
faith, hope towards making decisions for treatment. Furthermore, implications for this
study enlightens medical providers working with the patients with lung cancer, more
knowledgeable and how understanding on patients make medical decisions.
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Conclusion
The major findings of this investigation were that the African Americans who
participated in this study stated that family is an important factor in seeking treatment for
medical decisions. The 8 themes that helped answer the research questions were: a lack
of knowledge among patients about the disease, treatment and length of time to live;
confusion and fear about treatment options; extreme financial anxiety; faith and reliance
on God; confidence in the physician for medical advice; emotional and financial support
from family, including the church family; family support as a cause of stress; and family
support not being available or important. These provided a better understating of the role
of faith and family as important factors that influence African American patients when
seeking treatment for lung cancer. Majority of the individuals in the sample provided
statements that support how these factors play an important key role in seeking treatment
for their lung cancer. Faith/religion in particular plays a major part in the patient’s
decision-making about treatment, because majority believes that it will provide the
healing with or without treatment.
In today’s society, individuals have different options when seeking treatment, and
family support and faith/religion can relieve some of the individual stress that patients
may have. Providing patient centered care allows for patients’ views to be accounted for,
and this study shows the importance of faith and family for African Americans making
decisions about lung cancer treatment.
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Dr. Ahmedin Jemal, DVM, PHD
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250 Williams Street, NW
Atlanta, GA, 30303-1002
Dear Dr. Ahmedian:
I am a Doctoral Student at Walden University. I am in the process of preparing a dissertation for
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copy of the work from the Cancer Statistics, 2011: The Impact of Eliminating Socioeconomic and
Racial Disparities on Premature Cancer Deaths. It was published in the CA Cancer Journal for
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The work will be used in the following manner: To explain the estimated new cases of lung cancer
among men and women. The publication information is as follows: Lung Cancer in the African
American Population: What impacts Their Decision to seek Treatment?
Please let me know if there is a fee for using this work in this manner.
Please indicate your approval of this request by signing the letter where indicated below and
returning it to me as soon as possible using electronic email and a hard copy mailed if possible.
Your signing of this letter will also confirm that you own the copyright to the above-described
material.
Very truly yours,

Carla D, Williams, BSW, MSEd, PhD Candidate
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For copyright owner use:
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Dear Ms. Carla Williams,
Thank you for contacting Copyright Clearance Center's RightsLink® service. Per your
request as an attachment I’m sending your license
If you have any further questions, please contact a Customer Service Representative at
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Gregory Prusisz
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Gregory Prusisz
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December 6, 2011
Dear: Dr. Patrick Burney and Physicians of TCTS:
I am writing to request your permission to interview 30-35 of your patients from your practice for
my doctoral dissertation. I propose to explore information pertaining to the factors that influence the
decisions for African American patients to seek treatment for their diagnosis for lung cancer. My research
is focusing on the three factors of family and faith/religion and to analyze if these factors have an influence
the patients decisions to seek treatment.
The target population for this study is lung cancer patients, males and females over the age of 18
who have been diagnosed with stage I and II lung cancer, and who need some type of treatment for their
disease.
I have selected this topic because I have a passion for individuals with lung cancer, and have also
had the opportunity to work on a lung cancer disparities project with Dr. Sam Cykert, whose study included
patients from your practice as well. For the data collection process, this research will employ a semi
structured interview with the patients that will be recorded for then transcribed for analyzing.
In conclusion, I’d like to ask your permission to interview some of your patients for this research..
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PhD Candidate
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Appendix D: Interview Questions and Demographic Questions

Thank for participating in my research to answer questions related to your lung cancer
diagnosis and experience. My study is focusing on factors that that influences cancer
patients when deciding to seek treatment for their diagnosis. The purpose of this
interview is to collect information from African American patients to gather deeper and
richer answer to support the outcome of the study.
Your answers to each question will add value to the research so please feel free to be
honest and to provide as little or a much information that you can .There are no wrong
or answers. The goal of this interview session is to gather as much information from
you to be able to see if the factors or family or faith/religion influence the decision to
seek treatment. Now let’s begin

Interview Questions
1. Tell me a little bit about yourself and please include where you grew up.
2. How did you learn you had cancer?
3. Can you describe your feelings about your cancer diagnosis?
4. When you were diagnosed with cancer, who did you immediately share the
information with? What were their thoughts and concerns?
5. What stage is your cancer?
6. Have you already had treatment for your cancer or are you seeking treatment?
7. If you have had treatment, what type of treatment did you receive?
8. If you have not had treatment, have you been explained your treatment
options?
9. What type of treatment will you receive?
10. What role did your physician play in your decision-making?
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11. Who or what is your support system when seeking treatment for your disease?
12. How important is family support and their input on your treatment decisions?
13. What role did your family play when making decisions for treatment?
14. What concerns if any did your family have about your disease and treatment
decisions?
15. Are you comfortable talking to your family about your disease and treatment
options?
16. How important is faith/religion in your treatment decisions?
17. What role does prayer play in your decision-making for treatment and to cure
your disease?
18. What role does God play in your decision-making for treatment and to
cure/heal your disease?
19. Do you or have you sought support from a religious leader regarding you
treatment decisions? If so, what role does that individual play in your
decision-making for treatment?
20. Who are at least 3 people that you must talk to before making treatment
decisions, if any? How do these individuals play a role in your decisionmaking for treatment?
21. Are there any other comments you would like to add to this interview.
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Demographic Questions

1.) What is your gender?
o Male
o Female

2.) What is your age?
o 18-29 years old
o 30-49 years old
o 50-64 years old
o 65 years and over

3.) What is the highest level of education you have completed?
o Some high school
o High school graduate
o Some college
o Trade/technical/vocational training
o College graduate
o Some postgraduate work
o Post graduate degree
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4.) What is your religious preference?
o Baptist
o Methodist
o Roman Catholic
o Muslim
o Seventh-Day Adventist
o Jewish
o Something else (please specify)_______________________________

5.) What is your household income?
o Under $20,000
o $21,000 to $30,000
o $31,000 to $40, 000
o $41,000 to $50,000
o Over $51,000

6.) Are you now employed full-time, part-time, not employed or retired?
o Full-time
o Part-time
o Not employed
o Retired
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7.) Including yourself, how many people live within your household?
(______)

8.) What is your marital status?
o Single/never been married
o Married
o Separated
o Divorced
o Widowed
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Ability to effectively convey information to consortium members and partners.
Travel to trainings as needed.
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Study Coordinator/ Genomics Project
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 Supervised interns during their learning and internship hours.
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Works well independently or with others.
Use appropriate decision-making skills to determine appropriate plans of action.
Strong verbal and written communication skills
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medication research study)
 Dissemination of outcome of research studies, presentation to physicians within the
research department.
 Completion of online classes masters and doctoral program (over 122 unit credits
 Trained others on research procedures and how to interview and collect data for
research projects.
 Supervised students and interns during internship time period

Affiliations/Memberships:
2013-Present People of Excellence Committee for Cone Health
2012-2014 Board of Directors- GCAPP Guilford Coalition on Adolescent Pregnancy Prevention
United Way- Funding Objective Review Committee Member since 2012
United Way- Focus Area Committee Member (Healthcare) since 2012
NCRE- National Council on Rehabilitation Education
NCCA- North Carolina Counseling Association
ACA- America Counseling Association
Alpha Kappa Alpha Sorority, Inc. Sigma Kappa Omega Chapter, Greensboro, NC
National Association of Black Social Workers (NABSW)
National Association of Social Workers (NASW)
American Public Health Association (APHA)

COMPUTER SKILLS:
Efficient in Microsoft Word, Microsoft Excel, ACCESS, Power Point, Microsoft XP, Windows
98,Apple Mac Software OS System EMR- Electronic Medical Record, EPIC and CITRIX.

